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“PURPOSE™ for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
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DECLARATION by APPLICANT. wrlew /0 wiwen ww:

1) | hereby confirm that all details in this Form are True (o the best of my knowledge. Any false statement will render my Application & ongoing assistance,

kabie for

2) | solermnly confirm that assistance, If recedved from Koahika Foundation, will be used onfy for the “purpose”, as stated in this Form, for which such assistan,

was requesied by me.

3) | heraby confirm that | have not & will not in future, avail of reimbursement. in.part or in full, from any other sourcelemployer/insurance company, of the amou

for which this assistance is requasted
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AGREEMENT by APPLICANT (sadts gu wa1)

—

1) By afftxing my signature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and I's Trustees 1o
use/publish/put-upireproduce my name, address. pholo & details of the “purpose”. for which such assistance is requestad/granted, through any
medium, including but not limitad to verbal, prnt, electronic, for soliciling donations ‘» Koshika Foundation andior disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika oundation before or after my treatment or fuifilment of the “purpose”

for which assistance is being requested.

2) | (Applicant) further agres that any such use of my name, address, photo & detalls of the “purpase”, for which such assistance Is requested/granted,
will not automatically entitle me for recelving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 10 me.
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AGREEMENT by HOSPITAL (v&me TR %)

By affixing hereunder, signature of our Autharised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we

hereby affirm & accept

(Hospital) toliowing

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any ofher source, for the same patient/case, as we are
requesting 10 get from Koshika Foundation, 10 the axtent that such assistance is granted by Koshika Foundation. If the requested assistance Is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves I's right to make up the shortfall from another NGO or any other source. This
confamation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the smangement betweean the patient & the Hospital, and is In no way influenced by Koshika Foundation Hence, the Hospital will
assume soie & compiete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity

in the matier.
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